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Numeric Identifier 

MINIMUMDATA SET -version2.0 Attachment 4,19~
FOR NURSING HOME RESIDENT ASSESSMENT AND CARE SCREENING 

BASIC ASSESSMENTTRACKINGFORM 

sect ion AA. IDENTIFICATION INFORMATION 
1. 	 RESIDENT GENERAL INSTRUCTIONS 

n a m e  
a. first b.(Middleinitial c. last d. (Jr/Sr) Complete this information for submission with all full and quarterly assessments 

(Admission, Annual, significant Change,State or Medican, requiredassessments or
2. Female QuarterlyReviews, etc.) 

. 

8. REASONS note-othercodesdo not apply to this form 
FOR 

ASSESS- a. Primary reason forassessment 
1. admissionassessment (requiredby day 14). . .  

1.1-1.. 2 annualassessment 
3. significantchangein statusassessment 
4. significant correctiond prior full assessment 
5. quarterlyreviewassessment 
10.significantcorrection ofpriorquarterlyassessment 
0. NONE OF M O M  

b. Coder for assessments required for MedicamPPS or the .%are 

I
I 	 I 1. Medicare 5 day assessment 

2 Medicare 30day assessment 
3. Medicare 60day assessment 
4. Medicare 90day assessment 
5. medicare readmission/return assessment 
b. otherstaterequiredassessment 
7. Medicare 14 day assessment 
6. othermedicarerequiringassessment 
of PERSONS c o m p l e t i n gthese ITEMS: 

9. SIGNATUREI 

I I 

SEP 2 9 199t 
TN # m o  APPROVAL date 
SUPERSEDES 
TN #?+A+ EFFECTIVE DATE-. 
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SECTION AC. CUSTOMARY ROUTINE 

PATTERNS 

Use d tobacco products a leastdally 
PNONE OF above 

EATING h 


distinctfood preferences 


Eatsbetweenmealsallormostdays 

used alcoholic beverage(s) at leastweekly k. 


NONE ofabove L
ADL PATERNS 


NONE OF M O M  
i n v o l v e m e n tpattern 

1. 	 O.English spanish 2.french 3.other I 
. If other specify I I I I I I I I  

IMWDDwith no organiccondition 
SECTION AD. FACESHEET SIGNATURES 

back SIGNATURESOF PERSONS COMPLETINGFACE SHEET:GROUND 
i n f o r m a  m a. signature of RN coordinator 

COMPLETED date 

b. Si- Title sections Date 

c Date 

Date id. II
j e. Date j 
If. Date I 

g. Date 

SUPERSEDES 
TN #I?4-&4 EFFECTIVE dateI\114a_ 
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resident numeric identifier 

MINIMUM DATA SET (MDS) - VERSION 2.0 
FOR NURSING HOME RESIDENT ASSESSMENT AND CARE SCREENING 

FULL ASSESSMENT FORM 
(Status in last 7 days, unless other time frame indicated) 

c t i o n  A. IDENTIFICATION AND BACKGROUND INFORMATION 
.. I  RESIDENT 

NAME! a. (Firs0 b. (Middleinitial c.(Last) d. ( & B )  
2. 	 ROOM 

NUMBER 

REFERENCE 
DATE 


Yea 

b.original(0)orcorrectedcopyofform(enternumberofcorrection) 
4a 	 DATE OF Date of reenby from most recenttemporary discharge to a hospital In 

REENTRY i last 90days (or since last assessmentor admission If lessthan 90 days) 

i Maim day year 
1.nevermarried 3.widowed 5.D i m  

5.1 STATUS 2 married 4. separated I 

APPENDIX A 
ENACTED 

Attachment 4.1% 
Page i i  of 2 

0.0 . h e a r s  a d e q u a t e l ytalk, tv phone 
1 .  minimal d i f f i c u l t y  when not in qua setting
2. HEARS IN SPECIAL situations only-speaker has toI T 
ut 


t 




I. 
-- 

-- 
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Resident 

SECTION D.VISION p a t t e r n s  

nochange ~ ent it lessthan 90days) 
1- 2.deteriorated 

I !  pursuesI- in I i offacility (e.g., makes/keepsfriends 
involved ingroupsactivities respondspositivelyto new activities 
assistsat religiousservices P 

3. I VISUAL Glasses:contact lenses,magnifyingglass 
a p p l i a n c e s  0. No 1.Yes 

WOOD AND BEHAVIOR PATTERNS 

DEPRES- 0. Indicator not exhibited In last 30days
1. indicatorof this type exhibitedup to The days a week 

a n x i e t y  2. indicatorofthis type exhibited daily or almost daily(6,7 daysa week) 
SAD MOOD VERBAL EXPRESSIONS h. repetitive heath 

OF DISTRESS complaints--e g.. 
a. resident made negative persistentlyseeks medical 

s t a t e m e n t s  'I nothing attention,obsessiveconcern 
matters;would rather be with body functions 
dead; m a r s  the use; . 1. Repetheanxious
Regrets having lived complaints/concerns(nonso 
long; Lei me d&' 

b.repetitivequestions--e g..
"Urnen, do I go:Urnat do I 
bo 7' 

c. repetitive verbalization 
e g, d i n g  out f o r  help, 
g o d  help me') 

d. Persistent angerwith self w 
others--e.g. easily 
annoyed. anger at 
placement innursing home: 
anger at canreceived 

e. selfdepreciation g.," I 
am nothing; I am d m  use 

MOOD 
PERSIS 
TENCE 

CHANGE 

IN MOOD
c

Pehavioral 

ymptoms 

healthrelated) e.g..
persistently seeks attention/ 
reassurance regarding
schedules, M I S .  laundryW i n g .  relationship I-

SLEEPCYCLEISSUES 

J. unpleasantmoodin morning 
k insomnia/change inusual 

sleep pattern 
SAD.APATHETIC,ANXIOUS 

APPEARANCE 

1. 	 Sad pained. worriedfacial
e x p r e s s i o n s  furrowed 

-

I 

tram 

3) Behavioral symptoms alterability in last 7days 
0. behavior not present OR behavior was easily altered 
1 .  Behaulor wasnot easily altered 

.WANDERING movedwith IX)rationalpurpose.seemingly
obliviousto needs or s a f e t y )  

.VERBALLY abusive BEHAWORALSYMPTOMS others 
werethreatened screamed at.cursed a) 

. PHYSICALLY ABUSIVEBEHAWOPALSYMPTOMS (others 
were hit shoved scratched sexually abused) 

e. RESISTS CAREresisted taking medicationsinjections ADL 
assistance or eating 

(A) (B) 

SEP 2 9 1998 

TN # APPROVAL date 
SUPERSEDES 

TN d 9 . ~ 4  EFFECTIVE date 


I 
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Numeric Idem1Attachment 4.19D appendix A 

T 
I 

b. arm-including shoulder Q elbow 
c. hand-including wrist orfingers 
d. leg-including hip Q knee 
a. foot-including ankle atoes 

,f. other limitation a loss 

I 

SECTION H. CONTINENCEIN LAST 14 DAYS 
1. c o n t i n e n c e  s e l f - c o n t r o l  c a t e g o r i e s

(C& f o r m i d m 3  PERFORMANCE overall SHIFTS) 
ORMORE b. 
DETAILED 

diagnoses c 
and icd-9

d. . I  ICODES 
e. I I I 1 . 1  I J 

SUPERSEDES SEP 2 9 1998 
TN 8 w-~.J( EFFECTIVE date 
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resident 

incisionalpain 

joint painotherthan hip 

SECTION K.ORALNUTRITIONALSTATUS 

1.til (m 1 b. WT (b.) 

1.Yes 
b.weightgain-5%ormoreinthelast30days;10%ormorein last 

180 days 
0 No 1.Yes 

a. I nutri ~ complainsa m  thetaste d 	 Leaves 25% am e  d fwd 
uneatenat most meals 

regularPROBLEMS or repetitive w NONE ofabove 
amplants d hunger Ib. 1 

nutri (Check all that apply in /as?7 days ) 

APPROACH-	 parenteral/IV dietary 
feeding t u b  

mechanically altered diet 	 Plate guard stabilized built-up Hutensil etc. 

SECTIONL. o r a l / d e n t a l  STATUS 

i 


5.1 

I 1 none OF above I I  I 

. .  - . 
infection ofthe foot--eg cellulitis. purulent drainageI I 

ECTlON N. act iv i ty  PURSUITPATTERNS 

-
NONE OF ABOVE d 

resident is comatose, skip toSection 0) 

GENERAL 
act ivi ty
PREFER-
ENCES 

(adapted to 
resident’s 

current 
abilities 

SUPERSEDES SEP 2 9 1998 
. 4 W-SI EFFECTIVE OAT& 
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- u  

4. DEVICES (Use the following codes for last 7 days:) 

AND 0.Not Used 
RESTRAINTS 1. Used less than daily

2. Used dally 

I_

b. -othertypesofsiderailsused(e.g.halfrail,oneside) -
c. Trunk restrant -
d.limbrestraint 

I 

SECTIONP. SPECIALTREATMENTS AND PROCEDURES 

~~~ 

transfusions Ik. 1 noneoftheabove s. 
b.THERAPIES - Record the numberofdays and totalminutes each ofthe 

following therapes was administered(for at least 15 minutesa day) in 
the last 7 calendar daysEnter 0if none or less than 15 min. daily 

n o t e - c o u n t  only post admission therapies1 (A) = X of days administeredfor15 minutes or more DAYS 
( B )= total IIof minutes provided inlast 7 days 

. .Speech - language pathologyand audiology services 

.Physicaltherapy 

SECTION Q. DISCHARGE POTENTIAL ANDOVERALLSTATUS 
1. DISCHARGE residentexpresses/indicatespreferencetoreturntothecommunity

POTENTIAL

I I 
-

0. No 1.yes 
b. resident has a suppat personwho is positive towards discharge 

SECTIONR. ASSESSMENT INFORMATION 
1. participation a.resident 0.No 1.Yes 

tion IN 
ASSESS-

h family 0. No 1.Ye.s 2. nofamily 

MEN C significantother 0.No 1.Yes 2.none 
2. SIGNATURES OF PERSONS COMPLETINGTHEASSESSMENT: 

a. Signature d RN assessment Coordinatorsign on above l i e )  

b. Date RN assessment coordinator 
signed a3complete m-m-mn 

month Day year 

c. mersignatures Tile sections Date 

d. Date 

e. oats 

f. Date 

B. Date 

h. Date 

I 



5101:3-3-40 
PAGE 16 OF 24 

ament 


section S. STATE OF OHIO SUPPLEMENT 


5. om I I 

i diseases 

I 

vaccines 

L 



walking 
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Resident 

sect ion ,therapy SUPPLEMENT FOR MEDICARE PPS 
SPECIAL I. RECREATIONTHERAPY --Enfernumber ofdays and totalminutes of 
TREAT- recreationtherapy administeredfor at least 15 minutes a day) In the 

mentsand 

APPENDIX A 
ENACTED 

NumericIdentifier 

last 7 days (Enter 0 if none) 
p r o c e
DURES 	 A )  = X of days administeresfor 15 minutes ormore 

E) = total X of minutes provided in I an7  days 

;kip unless this is a Medicare 5 day or Medicam readmission/ 
eturn assessment. 

>.	o r d e r e d  therapies Has physicianordered any of 
following therapiesto begin in first 74 days ofstay phys i ca l  
therapy; occupationaltherapy orspeechpathologyservice 7. . -_ 
0. No I. Yes. . 

'Inot ordered, skip to item 2 

:. Through day 15. providean estimated the number of days 
when at least 1 therapy service w be expected to have been 
delibered. 

i. Through day 15. provide anestimate of the number of 
theram minutes across the therapies that can be 
expected to delivered? 

WA l k i n g  Completeitan2 i f  a d l  *TRANSFERself-performance score 
whenmost (G.1b.A)is0,1,2,or3andatleastoneofthefollowingare 

SELF oresent 
sufficient .Resident received physicaltherapy involvinggatraining (P.1.b.c) 

* physical thawwas ordered bthe resident involvinggait 
t r a i n i n g  
Restdm reeked nursing rehabilitation for (P3.1) 

9 Physicaltheraw involvingwalking h= been discontinuedwithin 
thepast 180days 

Skip to item 3 ifresident did not walk inlast 7daw 

forfollowingfiveitems,basecodingonthe 
EPISODE whenTHE resident WALKED THEFARTHEST 
w i t h o u t  sitting D M .  i n c l u d ewalking DURING 
r e h a b i l i t a t i o nSESSIONS. 1 

a. Furthestdistance walkedwithan sitting downduringthis 
episode 

O.lM+lee( 3.1&251& 
1 51-14SW 4. Lessman low 
2.265ofeel 

b. Time walked without sitting d m  during thisepisode. 

0. 1-2minutes 11-15 minutes 
. 1. 3-4minutes 16-30 minutes 

minutes5-10 ' 5.31+minutes 

c. self-performance inwalking duringthisepisode 

0 independent--no help or overright 
1. SUPERVISION-oversight,encouragement or cueing 

provided 
2. limited ASSISTANCE-Resident highly involvedin walking; 

received physical help inguidedmaneuveringd limbsc( other 
nonweightbearing assistance 

3 	extensiveassistance-resident receival weight
bearingassistancewhilewalking 

d.walking support provided associatedwith thisepisode(code
regardlessofresident’s self-performanceclassification 
0. No setup a physical help from sa# 
1, setup helpally 
2.  one personphysicalassist 
3 Two+ persons physicalassist 

e. Parallelbanused by residentin assodationwith this episode 

O N 0  1.Yes 
CASE MIX 
GROUP medicare state l 

i 

I 

m 



5=subcutaneous  

times  

each  times  four  
four  

ENACTED 
SECT103  L. medications-case .LIIN 

1 Route o f  .Administration (R.-t). Code ti.,? Route o f  Administration using the foilorring list: 
1 =b) mouth (PO) 8=inhalation(SQ) 
? = s u b  lingual (SL) 6=rectal ( R )  9=enteral rube 
3=intramuscular (Ibl) 7=topical I O=other 
l= intravenous ( I V )  

I f r e q u e n c y  code the number of  times per day. we&; or month the medication is administered using t h e  following

/ . _ . 
..>.. 

??.=(PRY) 25 necessary ?D=(BID) two times daily dab
QO=every other 
I :i=(QH) e):? hour (includesevery I). hrs) 4w=4 each week 

jD=(TID) times 5w=five each \ reekI : i= (Q?H)  every two hours three daily times-.. JD=(QlD) daily2 r .=(QSH) three hours times6U.=six week 
ever)SD=fivedaily 1 M = ( Q  month)every4 F!=(QJF)hours times oncemonth 

6 X = ( Q 6 H )  hours week) eache v r y  six IW=(Q once wk every2m=twice month 
eight2w=twoeveryC=continuousS X = ( Q S H )  everyhours timesweek 

I D=(QD or HS)once times weekdaily j W=three every O=other 
-1. Amount Administered (.\A). Record :he number of tablets, capsules, suppositories, or liquid (any route) per dose 
administered to the resident. Code 999 for topicals, eye drops, inhalants and oral medications that need to be dissolved 
i n  w a t e r  d o s e s
5 .  PRY-number  of- (PRY-n). If the frequency code for the medication is ”PR”. record the number of  times during 
the !as: 7 days each PRN medication was given. Code STAT medications as PRNs given once. 
6.  YDC Codes. Enter the National Drug Code for each medication given Be sure to enter the correct NDC code for 
the drug name, strength , and form. The XDC code must match the drug dispensed by the pharmacy. 


